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Medical Meetings 


One of the fastest growing hobbies 
f the medical profession today is 
e holding of meetings in all parts 
f the country. The pattern is be- 
oming uniformly the same. A group 

distinguished men in various 
elds are asked to appear before an 
ssemblage of physicians and spend 
short period of time discussing 
eir particular field, with special 
eference to one condition within 
at field. 


These gatherings are usually di- 
actic only or if a patient is pre- 
ented it is only as an introduction 
Db a lecture on the subject. 


Are such meetings of genuine 
paching value? They are — and 
ey aren’t, depending upon the in- 
ividual who attends them. If a phy- 
ician conscientiously keeps up-to- 
ate by reading several good medi- 
al journals, including the Journal 
f the American Medical ASsocia- 
tion, he will find nothing new in 
ose papers that are labeled ‘“‘re- 
ent advances’’ or ‘“‘newer develop- 
ents’’, and he will find much of 
e other material given is repeti- 
on of that which he has read, in 
act, the speaker has quite often pub- 
shed the same materia! previously, 
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or simultaneously. Someone has well 
said that to read a paper is to insult 
the printing press. This is a rather 
dramatic way of stating that one 
learns better from reading than 
from listening, and is not always 
true. 


For the man who reads little, such 
meetings are of real value. He can 
hear within a few hours experts in 
many fields summarize the recent 
advances. They can be understood 
more easily because of the acces- 
sory aid, such as slides, movies, and 
scientific exhibits. There is a draw- 
back that to really get the most good 
out of the papers, he must stay on 
the job almost constantly so as not 
to overlook valuable information. 


Such papers or “‘dry’”’ clinic sum- 
marize the results of many cases in 
short, and easily grasped form. This 
is, in itself, one of the drawbacks of 
medical papers. One tends to draw 
general conclusions, and to overlook 
the difficulties in making the diag- 
nosis originally and in carrying on 
the management of the patient. 

Medicine is essentially the care of 
one individual at a time and group 
statistics and figures no matter how 
interesting, may not furnish the key 
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to the diagnosis or treatment of the 
particular patients who you are 
treating at the moment. 


Medical meetings have the advan- 
tage that a convenient time and place 
is selected well in advance so that 
plans can be made for attendance 
and time set aside. It has the 
further advantage of scientific 
and technical exhibits, which are 
grouped for time-saving instruction 
in newer technics and new medica- 
tions and instruments. 


The medical meetings have the 
further advantage in that they pro- 
vide a relaxation and change of rou- 
tine for the busy physician. One 
must grant that it is a bit difficult 
to relax while busily listening to con- 
secutive speakers and studying exhi- 
bits all day long, attending new dis- 
cussions, evening round tables and 
evening banquets or discussions. At 
the same time, anyone practicing 
medicine must be constantly on the 
alert and retain his interest in all 


fields of medicine, so that such a 
change from the usual routine is in 
itself recreation. 


A disadvantage of the fixed medi- 
cal meeting, like that of the fixed 
appearance of a medical journal is 
that there is no routine schedule of 
discovery so that there are lean 


meetings and lean issues of medical 
journals. 


One of the hazards of present 
day meetings is the darkening of the 
room and the flashing of various 
slides on the screen. Often these 
slides summarize information which 
is difficult to grasp when presented 
in any other form. Unfortunately, 
slides are often used to cover up 
lack of thought, originality, even 
worse, is the lecturer who reads 
from the slide as though the audi- 
ence were incapable of performing 
this simple mental task. One won- 
ders if these lecturers think it is 
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worthwhile to read the material 
such an audience of dunces. 

A few medical meetings furnish 
complete listing of the papers to } 


given. By this means, the listenegac' 


may come prepared. to discus> 
the ideas presented, to study thei 
truths, to ask more intelligent que 
tions concerning their applications 
The discussion is a fitting of 
smooth paper to the rough aspect 
of practice. The discussion ma 
either be the set type usually e 
countered or it may consist of plat 
tudes or congragulations to the a 
thor. Or the discussion may be 
thing of life in which the author ;} 
called upon to defend his thesi 
to explain his results, or to explai 
how he obtained them, to discuss hi 
plans for further extension of 
work, and to interpret his work fo 
other men to follow . 


To insure good attendance, the 
must be a goodly number of famou 
‘“names’’, so that the prospecti 
hearer will feel sure that he will re 
ceive his moneys worth. 


Yet a man coming up does nd 
have a reputation. This is also tru 
of articles in medical journals. Yaf 
here the unknown author may mo 
easily be given an opportunity 


speak for about the same length ¢ 
time. 


Yet, all topics are not of equal in 
portance. Some being worthy of perf}; 
haps five minutes and others 2 
hour, or more. In medical journa 
these differences may be maintaine 
by cutting down the less importaz 
paper and permitting the  trulfe 
worth-while ones to have a _ longe 
period of presentation. Papers givel 
at meetings tend to become stand, 
ardized as to length and thus the 
is a tendency to pad them out wit 
unnecessary detail, 
references and so on. 


For a practicing physician, the al 
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ence of patients is a definite hin- 
rance in making knowledge stick, 
nd be remembered. 

A medical meeting has the advan- 
Mace that the physician is usually 
resent the full time, and the disad- 
Wantage that we learn by little 
mps, by repetition, not in large 
oses at any one time. 

There is one final drawback to 
oth medical meetings and medical 


ack at the pinnacle of success, and 
ot the dreary imperfections of fail- 


ures. It is only human to remember 
our achievements. The best teaching 
for the man in practice still remains 
the preceptor system, whereby one 
accompanies a studious individual 
and sees exactly how he cares for 
his patients. The precise rules so 
easily enunciated from the platform, 
often do not fit the patient, and it is 
only then that we see the true diag- 
nostician at work. Such knowledge 
sticks to one’s mind and becomes a 


genuine part of one’s medical knowl- 
edge. 


England’s Socialized Medicine 
The First Year as They See It 


A special number of The Medical 
World, the official organ of the medi- 
al practitioner’s union of England, 
ontains comments from men in var- 


“Hous aspects of the government health 
Bervice. 


The situation in England, in regard 
© medical care, is much different 
an in this country. The working 
lasses formerly received only emer- 
gency medical care, or that for minor 
‘onditions. There has been no growth 
OnE widespread, diagnostic facilities 
n the physician’s offices and in many 
mall hospitals such as occurred in 
is country and which have provided 
e means whereby modern medi- 
ine may be practiced in city and 
ral areas ... not that medicine in 
e United States is perfect, but it is 
eMar superior to that practiced by the 
verage isolated physician in Eng- 
and. 


For this reason, the huge groups 
f persons with low incomes in Eng- 
and will receive more care than 
ver before. Surprisingly enough, 
hey were joined by the almost en- 
ire middle income group who had 
een depended upon to keep some 
easure of private practice alive. 


ARCH, 1950 45 


This may be due to the fact that 
unequal taxation has almost taxed 
the well-to-do and wealthy out of 
existence. It is well to bear this in 
mind, in case a similar plan succeeds 
in this country. 


The medical profession, as a group, 
are trying to make the plan work. 
They fully realize that once it has 
become established, there is no turn- 
ing back. . .that private practice will 
never return to England. 


The Patient 


Every patient receives an equal 
benefit, but he values this only in 
comparison with what went before. 
The old panel patient can now ob- 
tain free teeth and spectacles and a 
free hospital bed, but must wait 
longer in the office of the physician 
and receive quicker treatment when 
he reaches the doctor. 

The middle class patient, previ- 
ously paying for his treatment, 
draws an unfavorable comparison 
with what went before, but has not 
failed to note the extent of the bene- 
fits which he now receives. No 
longer need he budget for the doctor 
or dentist bills, and a stay in the 
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hospital. While maintaining his right 
to grouse, he will certainly oppose 
every attempt to undo what has 
been done. 


The 20 million wives, children, and 
relatives of the old insured patients 
in the past could not afford to be ill. 
Modern hearing aids, surgical sup- 
ports, and even proper dental care 
were regarded in the past as luxu- 
ries for the rich. Cheap spectacles 
were chosen out of a chain store 
tray. Acute illness represented a 
catastrophe wiping out in a few 
weeks the savings of years. We can- 
not draw the inference that the pub- 
lic is generally misusing the service. 
The complete comprehensive health 
service, readily available to all, will 
be possible only when the physical 
limitations are removed and the 
number of doctors, dentists and 


nurses is adequate to the now 
revealed needs of the nation. 


Administration 


The administrative costs of 
health service are confined to t 
paid clerical staff, who are the se 
vants of the voluntary counsels ¢ 
boards. The costs amount to 2% 
the total expenditure on the servi 
...a very low figure. 


The Family Doctor 


The general practitioner is 
least well-equipped and the wo 
paid of the lot. It is felt that he w 
not be efficient until he works in 
health center, containing faciliti 
for diagnosis and treatment, and 
ceives his proper worth in remune 
ation. There are great difficulti 
facing those men who wish to en 
hospital services. 


I have noticed that a dirty or disarranged doctor’s office tends 
to drive patients away. If your business needs a tonic, try cleanli- 
ness and neat arrangement, in both front office and back.— 


RALPH R. PAaTcH. 


From My Ivory Tower 


(Monologues of an Oldster ) 


If I were a young doctor starting 
in practice, I would chart my course 
on these assumptions: 


A. If there is an atomic war, I 
would have a 50 per cent chance of 
survival—but survival to a world so 
chaotic as to be unpredictable. 


B. If there is peace for 30 years 
(my term of practice) I would seek 
a practice (in this order): 1. in a 
clinical group, 2. in industrial medi- 
cine, or 3. as a family doctor. 


The work in the first two catego- 
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ries would be cut out for me. But 
the third, I would have to plan 

This plan would assume that soont 
or later, the practice of medicil 
would be regulated by governmeng 
Therefore I would plan to work on 
cash basis—avoiding all unnecessal 
committments and expenditures 

and seek to establish a solid co 
of friends in community life, 

church, civic, and scholarly circle 
In this way I would feel rather ss 
even if my world became socialisti 
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Examination in the Acute Abdomen 


By JOSEPH LEVITIN, M.D. 


516 Sutter St., San Francisco, California 


The surgeon is often confronted 
ith the problem as to whether the 
atient with a distention has a ser- 
bus condition as a bowel obstruction 
r whether this distention is only that 
f a paralytic ileus. Especially is this 
ue in a post-operative patient, when 
e may wish to know whether this 
istention is the usual post-operative 
eus or something of a more serious 
‘mature, as an obstruction due to an 
erlooked intra-abdominal adhesive 
and; adhesion of small bowel to a 
aw serosal surface not properly 
eritonealized or some _ accident 
yhich occurred during surgery and 
ay now be resulting in a mechani- 
al obstruction. A differentiation be- 
een these two types of distention 
an be made by proper X-ray ex- 
mination. This differentiation is 
ost important, for a paralytic ileus 
hile discomforting to the patient, 
ill disappear in three or four days. 
xcept in a patient with a coronary 
r cardiac disease where the disten- 
on is embarrassing to respiration, 
is distention does not have to be 
elieved. A mechanical obstruction 
owever, is serious. If unrelieved, 
nd the obstruction high, the patient 
ill vomit and may die from loss of 
oride. If low, the increasing dis- 
ention will produce necrosis of the 
,wowel, followed by perforation, peri- 
pnitis and death. 
The differentiation by X-ray is 
ased on the fact that normally no 
mas is seen in the small bowel, ex- 
ept in infants. When gas is present 
is abnormal and a differential 
ilagnosis must be made. 
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Mechanical vs. Paralytic Ileus 

The pattern of paralytic ileus dif- 
fers from mechanical obstruction. In 
paralytic ileus the distention is of 
neurogenic origin due to stimulation 
of the sympathetic nervous system 
which is inhibitory to peristalsis, or, 
due to inhibition of the para-sympa- 
thetic system which is stimulative 
to peristalsis. We find this with 
fright, shock, pain, post-operatively, 
and cord lesions. As a result of the 
paralysis, the gas which is normally 
in the small bowel is not transported 
and is seen on the film. We find a 
distention of both small and large 
bowel of the same relative degree. 

In the mechanical obstruction 
there is a definite mechanical block 
to the transportation of intestinal 
contents. This too results in throwing 
out of the gas but this bowel differs 
from the paralytic ileus in that the 
distention is present only to the point 
of obstruction. If gas is present in 
the colon, the colon is of normal size 
whereas the small bowel shows dila- 
tation. 

Both the mechanically obstructed 
bowel and the paralytic bowel have 
one thing in common. The loops of 
distended small bowel are freely 
movable. This is noted in taking 
films in the side view (the lateral 
decubitus). The patient lies on his 
side, and an antero-posterior film is 
taken with the ray directed horizon- 
tally. We see the loops of small bowel 
rise and the fluid levels all tend- 
ing to settle on the same horizontal 
layer. This view is most important 
to determine the amount of small 
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bowel distention that is present. We 
cannot see fluid in the distended 
small bowel looking down upon it 
when our film is so taken in the 
prone position, no more than we can 
see how much air there is in a half- 
filled glass of water. But by direct- 
ing our ray horizontally and taking 
an anterior-posterior film the fluid 
all tends to settle to the most dis- 
tended position by gravity, and we 
see gas-filled loops in this view which 
are not seen in the prone position. 
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Fig. 1. 


Peritoneal Infection 


We also see changes in the bowd 
with infection. Irritation of the perito 
neum will result in a local stimy 
lation of the sympathetic nervo 
system and distention of that seg 
ment of bowel close to the peritones 
irritation. This single or sever 
loops of distended small bowed 
remains relatively fixed in positio 
and is called the sentinel loop. 

Another X-ray finding may be 
present with infection. It depends oy 


¢ 
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A normal x-ray of the abdomen taken without preparation (‘‘flat film’’), 

dicating the normal properitoneal fat lines, the edges of the psoas muscles and thé 
kidneys and a little gas in the colon. No gas in present in the small intestine in thé 
healthy adult. 
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the demonstration of the pro-perito- 


Janeal fat line. The fat which lies nor- 


mally just outside the layer of perito- 
neum, called the pro-peritoneal fat, 
will be seen in the flank as a dark 
f™stripe. The width of this stripe de- 
@ pends on the amount of fat which is 


ram present. Films must not be over-ex- 


w posed to demonstrate this line. If 
there is an exudate against the perito- 
neal wall, there is a transudation 
minio this fat layer. The differentia- 
mm tion of the muscles becomes lost and 
we have a homogeneous shadow. If 
this is present on one side and the 
fat line well demonstrated on the 
other it is very significant. Combin- 
ing that with the presence of the 
sentinel loop we can make a diag- 
nosis of a localized abscess. 


With peritonitis we may get either 
a mechanical obstruction as result 
of some particular loop of bowel that 
becomes bound or the general irri- 
tation of the peritoneum may result 
in a generalized paralytic ileus. If 
the exudate between the loops is 
sticky the loops will be bound and we 
note that in taking the lateral de- 
cubitus views the loops will not all 
rise and we have a picture of scat- 
tered distended loops with multiple 
fluid levels. We get the same sort of 
picture with multiple partial obstruc- 
tion due to intra-abdominal adhes- 
ions. Here again the loops are rela- 
tively fixed in position. The history 
of the two will differentiate whether 
we are dealing with a peritonitis or 
intra-abdominal adhesions. One X- 
ray point may be present in that the 
loops that are fixed with the intra- 
abdominal adhesions tend to be 
larger in the vertical diameter than 
in the horizontal diameter, whereas 
in the peritonitic distended bowel the 
reverse is true, the larger diameter 
is in the horizontal plane. 


A localized abscess can so bind 
down a loop of ileum that a mechan- 
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ical bowel obstruction may result. 
However, if the pro-peritoneal line 
is absent it would be of diagnostic 
significance for an abscess. 


Obstruction of the Colon 


A differentiation as to the type of 
obstruction in the colon can also be 
made at times with a flat film. Dif- 
ferentiation is usually that between 
a carcinoma of the sigmoid and a 
volvulus of the sigmoid. Carcinoma 
anywhere in the colon can grow 
slowly, gradually obstructing the lu- 
men of the bowel. When the disten- 
tion occurs gradually, the cecum be- 
ing thinner walled will distend to a 
greater extent than the rest of the 
colon. The type of carcinoma is us- 
ually of a scirrhous nature. The ob- 
struction may suddenly block and 
the patient will first be aware of 
something going on in the abdo- 
men by an acute abdominal pain and 
distention. 


The X-ray findings of a carcinoma 
are a distended colon to the point of 
obstruction. There may be back 
pressure of gas and we may find 
distended small bowel of a mechani- 
cal nature. However, careful obser- 
vation will show that the colon all 
has the same relative distention. 


A volvulus of the sigmoid also oc- 
curs suddenly and here we find a 
distention rather limited to the in- 
volved loop. This loop of sigmoid 
will distend to tremendous propor- 
tion, filling the abdomen, and may 
rise as high as the diaphragm. How- 
ever, we see this loop rise out of the 
pelvis and lie in the mid-abdomen; 
whereas the colon takes its natural 
course along the flank. 


Sometimes an intussusception can 
be demonstrated on the plain film by 
the findings of one loop of bowel en- 
closed within the distended loop. 
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The “Acute Abdomen” 
SCIRRHOUS CARCINOMA 
Case Number 1 


Fig. 2. A 68 year old woman had had occasional right sided distress for the past three 
months. She was suddenly seized with generalized abdominal pain and a marked 
distention, following an episode of constipation for two days. On entry into the hos- 
pital, her white count was 10,000 with 70 per cent polymorphonuclear leukocytes. The 
film of the abdomen reveals a distention of the colon ending abruptly at about the 
junction of the descending colon with the sigmoid probably due to a scirrhous carci- 
noma. This was confirmed at operation. 


» {Because of their teaching value, nine additional cases shou- 
ing the diagnostic aid afforded by a simple flat X-Ray plate 
will appear serially, one each month.] 
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ESTROGEN HORMONE CREAMS 
Therapy of Senile Vulvovaginitis, Acne and Skin Aging* 


Joseph H. Morton, M.D., 667 Madison Avenue, New York, N. Y. 


ACIAL creams containing estro- 

genic hormone have been sold to 
the laity as capable of erasing pre- 
mature wrinkles and restoring the 
normal appearance to the aging skin. 
Some evidence indicates that in ade- 
quate dosage these hormone creams 
may be of value for selected cases. 
Certainly the female sex hormone 
can be absorbed through the skin 
and produce a local effect on the 
underlying tissue, due to the faculty 
of estrogen to stimulate growth of 
epithelial cells and increase reten- 
tion of extracellular tissue fluid. 


With the decline of estrogen pro- 
duction as the woman nears the 
menopause, dehydration and a de- 
crease in cellular growth occurs. 
The body, in general, exhibits invo- 
lutional changes known as aging. 
The breasts and pelvic organs atro- 
phy. The changes that occur in the 
skin are recognized by drying, 
wrinkling, and a loss of elasticity. 
In many cases these dermal effects 
of aging may be retarded by the 
topical application of estrogen which, 
by hydrating the skin and increasing 
the epithelial cell growth and the 
elastic fibrils, tends to erase the pre- 
mature wrinkles and restore a softer, 
smoother texture to the fading skin. 


Acne 


Several investigators have found 
that the local use of estrogens fur- 
nishes some improvement in acne. 
Androgen is thought to be a causa- 


*Presented, in part, at the annual meeting 
of the Society of Cosmetic Chemists, New 


York City, May 19, 1948. 
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tive factor in acne and its effect on 
the skin may be more pronounced 
when the normal secretion of estro- 
gen is relatively decreased. It is 
postulated that the neutralizing effect 
of estrogen on androgen may be the 
cause of this beneficial action in the 
treatment of acne. 


Before the advent of the antibiotic 
drugs, ointments containing estro- 
genic hormones were used with grati- 
fying results in the local treatment 
of gonorrheal vaginitis in infants and 
children. The vaginal mucosa re- 
sponded to the local stimulation of 
the estrogen cream by an epithelial 
hyperplasia and cornification that re- 
tarded the spread of the infection. 

Local inunctions of estrogenic hor- 
mone were frequently used in the 
treatment of kraurosis vulvae. Clin- 
ical improvements frequently fol- 
lowed this hormonal treatment and 
the associated severe itching was 
often completely relieved. However, 
because of the high incidence of car- 
cinoma in this condition and the be- 
lief that the local use of estrogen in 
kraurosis vulvae may be carcino- 
genic, this method of treatment has 
been abandoned by most gynecolo- 
gists. 


Senile Vulvovaginitis 

In senile vulvovaginitis marked im- 
provement has often been noted fol- 
lowing the topical application of 
estrogens in a suitable base. Evi- 
dence of sufficient systemic absorp- 
tion of the hormone is occasionally 
manifested by improvement in exist- 
ing menopausal symptoms and by 





occasional painful engorgement of 
the breasts. Less frequently men- 
strual bleeding, induced by the estro- 
gen therapy, occurs. The involve- 
ment of tissues other than those lo- 
cally treated indicates that estrogens 
are selectively attracted to the sex- 
linked organs. 


Hypomastia 

The local use of estrogenic hormone 
creams in the treatment of hypomas- 
tia associated with primary hypo- 
gonadism has frequently been at- 
tended by increased growth of the 
breasts. The failure to rejuvenate 
the atrophied breasts of older women 
is due to the fact that post-meno- 
pausal tissue often loses its recep- 
tiveness to the ovarian hormones and 
is unable to respond to local estro- 
genic stimulation. 

The hormone content of the aver- 
age estrogen cream on the market is 
generally too low to be very effective. 
The author has found that much 
larger dosage is required to obtain 
gratifying results. In these instances 
it was noted that the continued appli- 
cation of estrogen stimulates an in- 
crease in epidermal cells and elastic 
fibrils and an increase in the water 
content that smooths out the wrinkles 
in the dry, senile skin. 

However, the prolonged use of 
these hormone creams is not without 
potential dangers in women whose 
endogenous estrogen secretion is rel- 
atively adequate. In the normal en- 
docrine physiology, the two ovarian 
hormones, estrogen and progeste- 
rone, function in a delicate balance. 
Disturbance of this relationship is 
usually due to an absent or inade- 
quate luteal activity and results in 
a relative excess of estrogen. The 
quantity of estrogen secreted is with- 
in normal limits and may actually be 
quite low. Occasionally, we find that, 
in postmenopausal women, the very 
small amounts of estrogen: elabor- 
ated by the adrenal cortex over a 
period of years and unopposed by 
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the other elements, such as progeste. 
rone, of the normally secreting ovary 
may result in uterine bleeding. The 
endometrial biopsy in these cases 
often shows a cystic hyperplasia. 
Where this hormonal imbalance ex- 
ists, prolonged estrogen treatment, 
by any route and even in small 
amounts, constitutes a potential haz- 
ard of excessive epithelial growth. 
In the menstruating woman the 
presence of this estrogen-progeste- 
rone imbalance with its relative ex- 
cess of estrogen may be character-. 
ized by premenstrual tension, func- 
tional disturbances in the menstrual 
flow, chronic cystic mastitis, and} 
occasionally infertility. The symp. 
toms of meno-metrorrhagia, poly- 
menorrhea, and formation of cysts 
and intraductal papillomas in the 
breast are due to the proliferative 
action of the uninhibited estrogen. 
The premenstrual distress is largely 
due to the salt and water retaining 
effect of estrogen and the symptoms 
are referable to the organs showing 
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this fluid retention. Thus, painful § 5'€™' 
distention of the breasts, nausea and en 
vomiting, abdominal bloating, pain § one « 
in the lower abdomen and groin, and § Toast 
increased nervous tension may oc- § Hone 
cur. An increase in body weight is 7 

frequently noted in the premenstrual 

period. Occasionally estrogenic in- 
hibition of the diabetogenic factor in B roa; 
the anterior pituitary may create a} Bake 
craving for sweets at this time. Butte 
Estrogen creams should not be used eee 
in the presence of these various § putt 
symptoms that are ‘suggestive of a1 gla 
relative hyperestrinism. It is con-— Wi 

ceivable that in women with this 
hormonal imbalance the additional 
estrogen contained in these hormone ee 
creams may aggravate the condi- Jell; 
tion by increasing the relative excess § Lett 
of estrogen. The topically applied _ 
re; 








estrogen can be and is absorbed by 
the capillaries and may be carried 
to distant parts, especially to the 
breasts and uterus. 
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The view is held by many investi- 
gators that uninhibited estrogen is 
a stimulating factor in cancer of the 
sex-linked organs. For this reason 
estrogens are contraindicated in a 
patient with a personal history of 
malignancy. Since one of the etio- 
logic factors of skin cancer seems to 
be chronic irritation, such as contact 
with coal tar products, and since the 
chemical similarity of the carcino- 
genic substances of certain coal tar 
products to some of the active sub- 
stances in the sex hormones has been 
established, the use of estrogens, un- 


less indicated by climacteric symp- 
toms or other evidence of ovarian 
insufficiency, should be advised with 
caution. 


There is some promise that the 
deleterious effects of estrogen may 
be neutralized or minimized without 
destroying the efficacy of the prep- 
aration. Until this is done, however, 
the possible undesirable sequelae of 
uncontrolled estrogen should be kept 
in mind. These dangers decry the 
indiscriminate use by the laity of 
estrogenic hormone creams. 


Cholecystectomized Patients 
It is well known that a definite percentage of patients who have had their gall- 
bladders removed complain of varying degrees of abdominal discomfort. For such 
patients Ivy recommends ‘‘a relatively high protein diet, with the usual amount of 


carbohydrate and relatively low fat. . . 


. This diet should be prescribed for all 


cholecystectomized patients to keep the bile thin and flowing.’’ The following sample 
menus are suggested for cholecystectomized patients: 


1 
BREAKFAST 


Stewed currants or 
apricots 

Oatmeal 

One or two poached eggs 

Toast 

Honey 

Cream 

Weak coffee with sugar 


DINNER 


Roast beef 

Baked potato 

Buttered beets 

Sliced pears 

Bread 

Butter 

1 glass milk or tea 
with sugar 


SUPPER 


Broiled chicken 

Buttered rice 

Jelly 

Lettuce salad 

Orange cup 

Bread 

Butter 

1 glass milk or tea 
with sugar 
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2 
BREAKFAST 


Plums 

Wheatena 

Scrambled eggs 

Toast 

Jelly 

Cream 

Weak coffee with sugar 


DINNER 


Broiled steak 

Buttered macaroni 

Stewed tomatoes 

Banana salad 

Bread 

Butter 

1 glass milk or tea 
with sugar 


SUPPER 


Broiled liver or 
sweetbreads 

Baked potato 

Celery salad 

Cherries 

Bread 

Butter 

Peach preserves 

1 glass milk or tea 
with sugar 
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3 
BREAKFAST 


Stewed prunes 

Farina 

Soft cooked eggs 

Toast 

Honey 

Cream 

Weak coffee with sugar 


DINNER 


Broiled lamp chop 

Buttered spaghetti 

Buttered spinach 

Grapefruit cup 

Bread 

Butter 

1 glass milk or tea 
with sugar 


SUPPER 


Broiled whitefish 
Mashed potato 
Buttered carrots 
Pineapple and nut salad 
Bread 
Butter 
Jello 
1 glass milk or tea 

with sugar 





(CONSULTATION SERVICE) 


QUESTIONS AND ANSWERS 


Extreme Dyspnea and 


Question: 

I recently saw an infant with a syn- 
drome not previously observed by me. 
After a cold, the baby developed a hard 
couch which sounded very dry, very 
rapid breathing (82 per minute), cya- 
nosis of the lips and finger nails, wheez- 
ing respiration and fever of 102°F. It 
responded to penicillin in large doses, 
constant inhalations of steam under a 
sheet covered crib and steady use of 
oxygen into a box which fitted around 
the baby’s neck but which was open at 
the top. What was the exact diagnosis? 
Would any other treatment have been 
helpful? M.D., Oneill, Nebraska. 


Answer: 

This was probably a_ bronchiolitis, 
with inflammation of the entire thick- 
ness of the bronchial walls into the in- 
terstitial tissue, thus involving all pul- 
monary tissue including the walls of the 
alveolus. The lungs are edematous, con- 
gested and emphysematous. Purulent 
material is found in the bronchi and 
bronchioles. This pathologic picture is 
different than that found in pneumococcic 
pneumonia with its involvement of the 
bronchial mucosa primarily, and treat- 
ment must be more extensive. 


X-ray would have revealed an emphy- 
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“Pneumonia” in Infants 


sema with bulging of the lung tissues, 
depression of the diaphragm and fixa 
tion of the chest in position of extreme 
inspiration, bright clear lung fields unde 
fluoroscopy but with many small areas 
of consolidation or atelectasis and bron: 
chial infiltration. 


Treatment: Continuous steam up to a 
humidity of 90 per cent is the most ef: 
fective single agent in relieving respira: 
tory obstruction (John H. Benward, Do 
ernbecher Hospital, Portland, Oregon). 
Sufadiazine is given in doses of 0.1 Gm. 
per kg. of body weight every eight hours 
by injection subcutaneously, in % per 
cent solution. Benward feels that 10 
ec. per kg. of fluid will prevent hema 
turia. Penicillin is given in doses of 
20,000 units every 3 hours. 


Benward suggests the intravenous in- 
jection of aminophyllin in doses of 0.006. 
Gm. per kg. of body weight with dex- 
trose to relieve spasm. Suction through 2 
catheter into the pharynx may relieve 
obstructing mucus. The crib should be 
in a head down position. Sedatives should 
not be given, as they will interfere with 
the rapid respiration needed to sustain 
life. 


Streptomycin may be used in severe 
bronchiolitis, 0.2 Gm. every 3 hours. 
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Muscle Weakness 


I have a woman of 34 who has been 

ariously diagnosed as having hysteria, 

yasthenia gravis. She complains of 
iredness and loss of strength after doing 
any work. She does not have the droop- 
ing eyelids that are supposed to be 
haracteristic of myasthenia gravis. Is 
here any specific test that will tell me 

hether she has myasthenia gravis or 
mot?—M.D., Chicago, Illinois. 

nswer: 

The injection of neostigmine or prostig- 
mine causes a marked strengthening ef- 
fect on the muscles that are weak and 
tire rapidly. In occasional cases of mild 
myasthenia gravis, the muscle defect is 
latent or sub-clinical and no strengthen- 
ing can be observed after injection of 
neostigmine. 

The oral administration of quinine in- 
tensifies the myasthenia gravis so that 


weakness is definitely present. Then, as 


ee 


an 


a check on diagnosis, neostigmine is 
given and its strengthening effect ob- 
served. L. M. Eaton has summarized our 


present knowledge of myasthenia gra- 
vis thus—‘‘Myasthenia gravis is a dis- 
ease entity which may present an ex- 
tremely varied clinical picture and 
course. The symptoms are those that 
result from a peculiar fatigability and 
weakness of the voluntary muscle. This 
fatigability and weakness can be ob- 
served objectively in most cases by clin- 
ical tests of muscle strength, or demon- 
strated in laboratory tests including ergo- 
graphing and myographing. The peculiar 
fatigability and weakness of muscle can 
usually be observed and lessened prompt- 
ly, and in the characteristic manner, 
after the administration of an adequate 
amount of neostigmine. It can be intensi- 
fied or in cases of latent myasthenia 
gravis made manifest by the administra- 
tion of appropriate doses of quinine and 
very small doses of curare, (1/5 of the 
average dose). 


It is especially important to recognize 
myasthenia gravis, now that it is known 
that neostigmine and ephedrine will re- 
sult in a definite increase in strength. 


Treatment of Dizziness and Brain Symptoms 


Question: 
I have a man of 30 who is dizzy at 


times, who has distress in the head 
which is not a severe pain or headache, 
and who occasionally feels nauseated. 
These attacks have come on repeatedly 
during the last few months. There is no 
history of injury or I would have thought 
of a blood clot under the dura. Also, he 
does not have the typical severe head- 
aches. He has been seen in consultation 
by a neurologist who felt that his retina 
and spinal fluid were normal, and who 
interpreted the x-rays of the skull as 
being negative. This patient’s blood pres- 
sure is elevated moderately . . . being 
160/100 most of the time. He is not a 
complainer or psychoneurotic person. 
M.D., Topeka, Kans. 


Answer: 


This man may still very well have a 
subdural hematoma, either: 1, traumatic 
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or 2, spontaneous. In the traumatic class 
there may be an inexplicable interval 
of weeks or months before symptoms ap- 
pear. In the spontaneous class any of the 
bleeding diseases may act as a casual 
factor. It may also develop in the course 
of any wasting disease. Russel Myers, 
Neurosurgeon at the Univeristy of Iowa, 
feels that if there is a definite possibility 
of serious brain disease, the neurosur- 
geon can carry out ventriculography, 
which is a simple procedure and car- 
ries no serious contraindications. In 80 
per cent of subdural hematomas, clots 
can be inspected through burr holes. ff 
no clot is encountered, the surgeon can 
inject air into the ventricular system and 
take films. If there is no shift or distor- 
tion in the ventricular system, it is prob- 
able that the patient does not have a 
surgically curable lesion. If a shift or 
distortion of the ventricular system is 
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found, the surgeon proceeds to explore. 
A number of cases of subdural hema- 
toma which is readily cured surgically 
die each year of ‘‘apoplexy, arterioscler- 
otic brain disease, hypertensive cerebral 
disease,’’ and so on, because of lack of 
definite knowledge on the part of the 
physician. Men who would never make a 


diagnosis of lung disease without careful 
x-ray study of the lung, will make a4 
diagnosis of brain disease on the indirect 
evidence obtained by physical examina- 
tion, and will even be guided by negative 
signs—that is the absence of signs of 
increased intracranial pressure and ab- 
normal reflexes. 


Sudden Death In Infants 


Question: 

A three weeks old infant was found 
dead in bed, lying on its face and ab- 
domen. The parents would not permit a 
postmortem (I could think of no good 
arguments to use) and so I made a 
diagnosis of death by asphyxiation, and 
recorded it so on the death certificate. 
Have any studies been made on such 
deaths? 

Answer: 

True death from asphyxiation is rare. 
Usually some lesion predisposes to 
death. Leslie L. R. White, M.B. (Patho- 
logist, Welsh National School of Medi- 
cine, Cardiff, Wales, England) per- 
formed postmortems on a number of 
these children and found that sudden 
death in infancy was due to: 

Infections, 30 cases 

Aspiration of regurggtated food, 23 
cases 

Mechanical suffocation, 16 cases 

Congenital defect. 12 cases 


These infants died suddenly, with evi- 
dence of mild disease or none at all, 
preceding the sudden fatality, prior to 


The Diagnosis 


Question: 

When a patient has epigastric distress 
or other symptom that may suggest pep- 
tic ulcer, what clue should make one 
persist in ruling it in or out? Does ulcer 
cause severe vomiting? M.D., Oneill, 
Nebr. 


Answer: 

‘In any case in which there is a his- 
tory of periodic recurrence of an inter- 
mittent type of gastric distress that oc- 
curs at variable periods after meals, 


8 months of age. Two-thirds of the infec- 
tions were in the respiratory tract (up- 
per respiratory infections, bronchopneu- 
monia or interstitial pneumonia), one 
third in central nervous system (menin- 
gitis, encephalitis) and hepatitis. 


30 cases were apparently due to suffo- 
cation in bed with one or more other 
occupants, but only 9 presented signs of 
asphyxiation, the remainder showing an- 
other adequate cause of death. 7 out of 
51 dying alone in bed may have died 
from suffocation, Pathological examina- 
tion of tissues is needed, despite normal 
gross appearance, as well defined lesions 
may often be found microscopically. 

Infants show few signs or symptoms of 
infection, possibly only anorexia or slight 
fever. There is a tendency to administer 
penicillin to such infants who are not 
doing well, because so many have infec- 
tious processes. Referral to a pediatri- 
cian for thorough clinical and laboratory 
study is often needed. 

It is perhaps advisable not to sign the 
DC in questionable cases. Let the cor- 
oner decide. 


of Peptic Ulcer 


and that is relieved by food, alkali or 
milk, the presence of a peptic ulcer 
should be suspected, regardless of how 
bizarre the additional symptoms may 
be.”’ (C. C, Pearson and P. V. Brown, 
Mason Clinic, 1115 Terry Avenue, Seat- 
tle, Washington). 


Pearson and Brown also call attention 
to the occasional case of peptic ulcer 
which apparently suffers little or no 
pain, but may have attacks of vomiting, 
or emetic crises. 
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The Tired Patient of Fifty 


Question: 

What about the older patient who be- 
gins to slip both physically and ment- 
ally from age 40 onward yet in whom 
complete physical examination, blood 
count, urinalysis and chest x-ray do not 
show any abnormalities? Serious con- 
ditions like carcinoma are ruled out 
by a careful history and examination 
and by observation over a period of 
months, yet one is able to help the pa- 
tient so little —M.D., Salem, Mass. 


Answer: 

W. B. Kountz of St. Louis (Washington 
University School of Medicine) has been 
studying the older person for some 
years, in a very thorough manner. 

He feels that a basal metabolism test 
should be run on such patients, as a 
persistent fall in the metabolic rate may 
be the first indication of bodily degener- 
ation, with symptoms of fatigue, nerv- 
ousness and inability to keep up physi- 
cally. The pulse is fast and the abdomen 
is distended. Lack of physical and men- 
tal vigor is noted and the blood pres- 
sure may become elevated without or- 
ganic disease. Hypertrophic changes 
may appear in the joints. 

Thyroid extract in doses of % to 1 
grain daily, with organic iodine, stimu- 


lates metabolism and retards deteriora- 
tion. 1 mg. daily of stilbestrol may be 
given to women and 5 mg. of testoster- 
one propionate to men, when needed. 
Atrophic muscle and skin are improved 
with aminoacids orally. 


Untreated degeneration produces pre- 
cordial discomfort, moderate dyspnea 
with exertion, arthritic pains and joint 
stiffness, peripheral arteriosclerosis, loss 
of memory and declining mental pow- 
ers. Proper treatment delays or stops 
this course. 


(As concerns so many other problems 
in clinical medicine, one must consider 
the whole patient. It is easy to do a 
mechanical physical examination, and 
having found no obvious abnormalities, 
do or order a blood count, a urinalysis 
and chest x-ray. If these are in the nor- 
mal range, one concludes that the pa- 
tient is ‘‘normal’’, that nothing is wrong 
and that no treatment is indicated. This 
has been called the ‘“‘clinic’’ or special- 
ist approach through a conveyor or as- 
sembly line technic, and overlooks the 
finer signs and symptoms which should 
be detected by the private physician who 
is often able to become more acquainted 
with the problems of the patient and his 
personality.—Ed.) 


lron - Deficiency Anemia 


Question: 

What can one do for the patient who 
has nutritional or iron-deficiency anemia 
which does not improve with iron tablets 
or liquid, despite various dosage forms 
and amounts? I have added vitamin C, 
thyroid extract and other suggested 
technics, without avail. This patient has 
a recurrent iron deficiency anemia, with 
low hemoglobin (8 to 10 Gm.), red cell 
count of 3,800,000 and a normal smear, 


with each pregnancy.—M.D., Davenport, 
Iowa. 


Answer: 
An investigation underway at the De- 
partment of obstetrics University of 
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Minnesota indicates that many such 
patients respond well to intravenous sac- 
charated iron, in doses of 1000 mg. or 
50 cc. of a 2 percent solution given with 
a gauge 22 needle slowly, daily until 
blood response was obtained. Toxic re- 
actions include sneezing, nausea, vomit- 
ing, nasal obstruction, flushing of face, 
sudden hypotension, tachycardia, sub- 
sternal oppression and later fever. Most 
of these reactions were apparently due 
to very rapid injection. Sharp and 
Dohme furnished the material. Bulletin 
of the Univ. of Minn. Hosps. and Minn. 
Med. Foundation, Nov. 18, 1949 Mins. 14, 
Minn. 
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Treatment of Whooping Cough 


Question: 

What about pertussis in infants? How 
can the diagnosis be made early? Is 
there any really effective treatment? 
M.D., Englewood, Colorado. 


Answer: 

Leukocytosis is common, with counts 
of 15,000 to 100,000. Whooping cough 
should be thought of in any infant (there 
is no immunity at birth, unlike other 
communicable diseases) who has attacks 
of coughing, vomiting and some cyano- 
sis. A positive diagnosis may be made 
by passing a sterile cotton swab into 
the nasopharynx and culturing. 


Treatment: 


The trachea and bronchi contain 
sticky, viscous, dry secretion which can 
be coughed up by older children. Such 
material should be aspirated with a 
number 10 or 12 F. soft rubber catheter 
inserted into the pharynx and later into 
nose. Suction to the catheter is applied 
during a paroxysm. If the infant is sus- 
pended by the legs for a short time, 
-exudate will drain from the nose and 
throat. If respiration stops, give artifi- 


cial respiration (pressure on chest and 
release, or rocking method) and oxy- 
gen inhalations (with carbon dioxide 5 
percent, if possible). 

Oxygen relieves the oxygen lack and 
cyanosis. After the infant is placed in a 
hood or tent and oxygen begun, the at- 
tacks become less severe and the child 
rests better. The infant may need oxy- 
gen for 24 hours or longer. Oxygen is 
useful for convulsions, also. 

A nurse or attendant should be at 
hand at all times. 

Parenteral fluids and feeding are used 
where necessary. Aspiration of the 
pharynx precedes feeding, if mucus is 
present and nasal aspiration follow feed- 
ing, if needed. A medicine dropper is 
used if the infant was exhausted. Some- 
one must be with the baby during feed- 
ing. Hyperimmune pertussis serum 
seems to help some babies. Streptomy- 
cin is of some value, but has not been 
studied well enough as yet. The staff 
of the Willard Parker Hospital of New 
York City have worked out the above 
principles (Jerome L. Kohn and A. E. 
Fischer). 


Abscess of Bartholin’s Gland 


Question: 

May an acute abscess of Bartholin’s 
gland be treated otherwise than by in- 
cision and drainage? M.D., Davenport, 
Iowa. 


Answer: 

Under local or general anesthesia 
clean the vulva with soap and water; 
insert an 18 gauge needle into the vagi- 


Pruritis 


Question: 

What treatment do you suggest for 
allergic pruritus vulvae not responding 
to treatment in a patient 25 years of 
age? She suffers from hives and hay 
fever. No local disease on repeated ex- 
aminations; no use of allergenic mater- 
ials locally; not taking foods to which 


nal mucosa and into the abscess cavity 
(use procaine solution to anesthetize, if 
you wish); aspirate the pus; replace the 
syringe with a fresh one containing 
200,000 units of penicillin in 5 to 10 cc. of 
normal saline solution and slowly inject; 
remove needle and hold a piece of 
gauze or cotton over puncture point for 
three minutes. Pain is relieved at once 
and inflammation decreases rapidly. 


Vulvae 


she is allergic—M.D., Syracuse, N.Y. 
Answer: 

Pyribenzamine 50 mg. four times daily 
plus pyribenzamine ointment or creme 
applied locally often gives prompt aid. 
This does not cure the underlying con- 
dition but permits relief and inflamma- 
tion to subside. 
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Heart Disease or Obesity? 


Question: 

A woman patient of 49 is definitely 
dyspneic on exertion, especially when 
she climbs stairs, her heart pounds and 
she has precordial distress. The chest 
film shows a wide heart, especially in the 
left ventricle. The electrocardiogram is 
reported, ‘‘Q wave in lead III; flattened 
T wave in III; QRS inverted in lead 
III. Observe.’’ There is definite edema 
over the tibia of both legs, especially 
in the evening. She is some forty pounds 
overweight. How much is due to obesity 
and how much to early decompensation? 
M.D., San Antonio, Texas. 


Answer: 

All these symptoms may disappear 
after she has lost 30 pounds of weight. 
A diagnosis of positive heart disease 
should not be made without more direct 
evidence. 

True cardiac decompensation is pro- 
ductive of dyspnea which gradually in- 
creases. Dyspnea which is not progres- 
sive is not cardiac dyspnea. The digitali- 
zation of such a patient or injection of 
a mercurial diuretic usually does not 
produce the dramatic diuresis and relief 
of dyspnea which occurs in early de- 
compensation. 

The inverted QRS only indicates left 
axis deviation, a finding to be expected 
in broad, transverse type patients. 


Treatment of Meningitis 


The drug treatment of meningitis of various types is shown in this Table 


Sulfonamide 
Drug 


Sulfadiazine or sul- 
famerazine system- 
ically 


Etiology 


Gram-neg. cocci 
Meningococci 
Gonococci 


Gram-pos. cocci None 
Pneumococci 
Beta streptococci 


Staphylococci 


Gram. rods 
H. Influenzae 
E. coli 

Ps. aeruginosa 
and others 


Sulfadiazine or 
sulfamerazine 
systemically 


Tubercle 
bacillus 
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Penicillin 


In fulminating in- 
fections as for 
gram-pos. cocci 


1,000,000 units in- 
tramuscularly every 
2 hours; in comatose 
patients initial in- 
trathecal injection 
of 20,000 units 


Streptomycin 


None 


None Systemically 3 
Gm./day to adults; 
1.5 Gm./day to 
infants: intra- 
thecally 50mg./day 
to adults and 25 
mg./day to young 
children 


Systemically, 

9 mg./Kg./day 
(max. 2 Gm.); in- 
trathecally. 1 mg./ 
Kg. (max. 50 mg.) 
day; then on al- 
ternate days. 


Harry Dowling, J.A.M.A., Mar. 19, 1949 





Treatment of Acute 
Hematogenous Osteomyelitis 


in Children 

The regimen suggested for the treat- 
ment of acute hematogenous osteomyeli- 
tis in infants and children is as follows: 
(1) Start treatment immediately when 
tentative diagnosis is made, (2) Main- 
tain hydration and control pain, (3) Give 
penicillin, 50,000 units intramuscularly 
every 3 hours for 14 to 28 days or longer, 
(4) Aspirate or drain deep abscesses. Sur- 
gery is usually necessary if the process 
has existed for more than 6 or 7 days, (5) 
Bed rest in all cases; splint when neces- 
sary, but do not immobilize in plaster, 
(6) No weight bearing until regression 
is evident by X-ray. Follow up X-rays 
should be taken weekly or fortnightly 
until regression is apparent, monthly or 
every other month until healing is com- 
plete; and every six months for several 
years.—C. A. Beerman, J. Pediat. 33. 
578, November 1948. 


Quinidine Sulfate 
in Hiccups 

In patients with intractable hiccup, 
quinidine may be efficacious in stopping 
the seizures when other methods have 
failed. In those patients where hiccups 
follows abdominal operations and subse- 
quent fluid loss by vomiting or other 
means, electrolyte imbalance was appar- 
ently a factor in inducing or maintain- 
ing the attack of hiccup. It is suggested 
that an initial dose of 10 grains intra- 
muscularly be repeated hourly for 3 to 
4 doses. If the paroxysm stops, the pa- 
tient may be maintained by 5 grains 
orally every 3 to 4 hours. Use only for 
those cases where other measures fail 
and continued paroxysms result in ex- 
haustion.—S. Bellet and C. S. Nadler, 
Amer. Journ. Med. Sci. 216, 680-686, De- 
cember 1948. 
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Reactions to Penicillin 

Reactions to penicillin are of two types: 
allergic reactions and therapeutic shock 
(Herxheimer reaction). The Herxheimer 
reaction in instances of late syphilis may 
be serious, occasionally, fatal. Allergic 
reactions include urticaria and laryngeal 
edema; dermatitis venenata; exacerba- 
tions of epidermophytosis and epidermo- 
phytids; and exfoliative dermatitis. Ex- 
foliative dermatitis may progress rap- 
idly to a fatal outcome despite with- 
drawal of penicillin and institution of all 
appropriate therapy. —E. E. Barks- 
dale, D. M. Frost & J. J. Nolan. U.S. 
Naval Med. Bull. 48, 883, November- 
December 1948. 


Penicillin in 
Surgical Conditions 

The eight hour schedule of administer- 
ing penicillin is recommended only in 
penicillin susceptible infections of mod- 
erate degree. In severe, or fulminating 
infections, injections at two or three 
hour intervals is still recommended. 
Dosage of up to 1 million units every 
three hours should be given before and 
after resection of the bowel.—W. A. Alte- 
meier, in Arch. Surg. 57, 396, September 
1948. 


Treatment of Simple 
(non-Bacterial) Diarrheas 


Non-bacterial diarrheas in children 
may be managed by: 1. A short period 
of starvation, 2. ample liquids by mouth 
if retained (or subcutaneously, if vom- 
ited), 3. absorbants such as_ kaolin. 
Streptomycin, potassium salts  intra- 
venously and hospitalization are reserved 
for severe infectious dysenteries.— 
Jackson Eto, M.D., in J. Missouri M.A., 
Dec. 1948. 
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Lumbago vs. 
Rheumatoid Spondylitis 

Sudden attacks of back pain (‘‘lum- 
bago’’) may represent intervals of rheu- 
matoid spondylitis (rheumatoid arthritis 
of the back). ‘There are recurring 
attacks of aching, soreness and stiffness 
in the lower part of the back. The 
attacks become more and more fre- 
quent, and stiffness of the back persists. 
The back muscles atrophy, giving a 
“ironed out,’’ flat appearance to the 
spine. X-rays usually show involvement 
of the sacroiliac joint or joints, with 
blurring of the joint margins, then mot- 
tling and serrated, spotty osteoporosis 
and final ankylosis. The sedimentation 
rate is usually very elevated. Treat- 
ment: X-ray therapy, prevention and 
correction of postural deformities with 
twice daily exercises, rest, protection of 
back from heavy strain, acetylsalicylic 
acid as needed; heat, massage and ther- 
mal baths may be carried out at home. 
Intravenous typhoid vaccine injections 
may alter the progressive course of the 
disease.—R. Z. Query, M.D. (Charlotte, 
N.C.) in J.A.M.A., Mar. 12, 1949. 


Fever, Vomiting, Convulsions, 
Irritability in Infants 

Birth trauma or apparently minor in- 
jury to the head of an infant up to the 
age of 1 year may result in the delayed 
appearance of vomiting, convulsions, ir- 
ritability, irregular swings of fever and 
objective signs of accelerated head en- 
largement, muscle hypertonicity and hy- 
peractive muscle-tendon reflexes. The 
diagnosis is readily established by bila- 
teral puncture and aspiration of the sub- 
dural space, at the lateral angles of the 
anterior fontanelle. — Barnes Woodhall, 
M.D. in Southern Medical J., Apr. 1949. 
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False Labor 


False labor may be diagnosed when: 
1. No blood streaked mucus appears, 2. 
cervix does not dilate and 3. pains dis- 
appear when a hot enema is given. A 
hot enema stimulates pains of true labor. 
E.D. Colvin, M.D., (Dept. Obstetrics, 
Emory University School of Medicine, 
Atlanta) in Southern Medicine and Sur- 
gery, Jan, 1949. 


Follicular Tonsillitis 
or Diphtheria 


In partially immune persons, the 
throat infected with diphtheria may re- 
semble that of follicular tonsillitis. Take 
smears and cultures of all sore throats 
to avoid this error.—Southern Med. & 
Surg., Dec. 1948. 


Diagnosis of Scabies 

Scrape the lesion with a razor or 
Bard-Parker blade or shave off a thin 
slice. Put the scrapings or slice of epi- 
dermis on a slide and dissolve in 10 or 
20 per cent sodium hydroxide solution. 
Examine microscopically for eggs, the 
acarus or its parts. Treat the patient 
with a 3 to 15 per cent sulfur ointment 
in vanishing cream base, for 3 to 5 
days, without bathing. If itching recurs, 
it is probably from the medication, not 
from scabies. An alternative treatment: 
20 per cent benzyl benzoate in calamine 
lotion or liniment twice daily for 3 to 5 
days, then avoidance of soap.—E. A. 
Hand M.D. in Postgrad. Med., Jan. 1949. 


Furuncles Due to Scabies 

All cases of furunculosis should be 
studied for scabies, as this condition 
often masks the underlying scabies. This 
is also true of impetigo, pyoderma and 
ecthyma in children.—E. A. Hand, M.D. 
in Potgrad. Med., Jan. 1949. 





NEW MEDICAL PUBLICATIONS 


Any book reviewed or listed in these columns will be procured 
for our readers if the order, addressed to CLINICAL MEDI- 
CINE, 1232-36 Central, Wilmette, Illinois, is accompanied by 
a check for the published price of the book. 


Publisher — Price 
PSYCHOBIOLOGY AND PSYCHIATRY 
By W. Muncie 
Cc. V. Mosby Co.—$9.00 
MODERN COLLOIDS 
By R. B. Dean 
D. Van Nostrand Co.—$3.75 


TREATMENT IN GENERAL PRACTICE 
By H. Beckman 
W. B. Saunders Co.—$11.50 


MIND AND BODY— 


. Dunbar 
Random House—$3.50 


SYMPOSIUM ON 
MERCURGAL PROBLEMS 


. Levinson, Ed. 
J. B. Lippincott Co.—$5.00 


MODERN TREATMENT 
OF PEPTIC ULCER 
By A. Winkelstein 
Oxford University Press—$4.00 


TREATMENT BY DIET 
By C. J. Barborka 
J. B. Lippincott Co.—$10.00 


THE DOCTOR AND THE DIFFICULT CHILD 
By Wm. Moodie 
The Commonwealth Fund—$2.00 


A TREATISE ON OBSTETRIC LABOR 
By R. Torpin 
Augusta Obstetrical and Gynecological 
Book Co.—$7.00 


TECHNIC OF MEDICATION 
By A. Smith 
J. B. Lippincott Co.—$4.00 


DICTATORS AND DISCIPLES 
FROM CAESAR TO STALIN 
By G. Bychowski 
International Universities Press—$4.25 


NATURE OF LIFE 
By A. Szent-Gyorgyi 
Budapest Academic Press—$3.00 


A_HISTORY OF THE HEART 
AND THE CIRCULATION 
By F. A. Willius 
W. B. Saunders Co.—$8.00 


ANOXIA 
By E. J. Van Liere 
University of Chicago Press—$3.50 


OF INTEREST TO 
Psychiatrists 


Chemistry 
Students 


General 
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COMMENTS 


Theory of 
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molecules 
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therapeutics 
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